This Executive summary of the Guideline on pediatric gastrointestinal endoscopy from the European Society of Gastrointestinal Endoscopy (ESGE) and the European Society for Paediatric Gastroenterology Hepatology and Nutrition (ESPGHAN) refers to infants, children, and adolescents aged 0 -18 years. The areas covered include: indications for diagnostic and therapeutic esophagogastroduodenoscopy and ileocolonoscopy; endoscopy for foreign body ingestion; endoscopic management of corrosive ingestion and stricture/stenosis; upper and lower gastrointestinal bleeding; endoscopic retrograde cholangiopancreatography, and endoscopic ultrasonography.
Introduction
Gastrointestinal (GI) endoscopy in the pediatric population has evolved during the last 30 years with an increasing number of diagnostic and therapeutic applications. Technological improvements in endoscope design and endoscopic devices have contributed to the evolution of pediatric endoscopy.
Endoscopy in the pediatric population has generally, to date, been performed by both non-pediatric endoscopists in conjunction with pediatricians and by pediatric endoscopists in specialized centers.
This document is the Executive summary of the Guideline on pediatric GI endoscopy [1] commissioned by the European Society for Paediatric Gastroenterology Hepatology and Nutrition (ESPGHAN) and the European Society of Gastrointestinal Endoscopy (ESGE). The aims of the evidence-based and consensus-based Guideline are to provide a comprehensive review of the clinical indications and timing of diagnostic and therapeutic endoscopy in pediatric patients. It is not meant to be a comprehensive overview of a patient's care, and investigation/therapy for each area will, of course, involve the clinician's discretion regarding the place of endoscopy in overall management, encompassing, as it must, complementary non-endoscopic approaches. The role of endoscopy in the overall management will depend on a number of factors, including but not limited to the specific clinical features, the availability/appropriateness of non-endoscopic approaches, and the available skills of the endoscopist. This Guideline tries to address this issue of endoscopist skills, and certainly the upcoming ESPGHAN/ESGE Guideline on training in pediatric endoscopy will help in this respect. How, where, and when endoscopy may be employed in pediatric management is particularly important in the areas of GI bleeding and endoscopic retrograde cholangiopancreatography/endoscopic ultrasound (ERCP/EUS).
This undertaking is the first joint endoscopy review between pediatric and adult endoscopy representative groups in Europe. Our aspiration is that this Guideline may lead to a degree of standardization in the utility and practice of endoscopic approaches for children, thereby contributing to excellence and appropriateness of care.
Percutaneous endoscopic gastrostomy and endoscopy specific to inflammatory bowel disease (IBD) have been dealt with in other Guidelines [2 -4] , and are therefore not mentioned in the pediatric GI endoscopy Guideline. Training and ongoing skill maintenance will be addressed in an imminent sister publication.
Methods
ESGE and ESPGHAN agreed to develop a joint guideline. Two guideline leaders (A.T. for ESGE and M.T. for ESPGHAN) invited the listed authors to participate in the project. The key questions were prepared by the coordinating team (A.T., M.T., M. M.T., R.F., Y.V., J.-M.D.) and then approved by the other members. The coordinating team established task force subgroups, each with its own leader, and assigned the following key topics among the task forces: esophagogastroduodenoscopy (EGD) and ileocolonoscopy; foreign bodies; corrosive ingestion; corrosive ingestion and esophageal strictures/stenoses; GI bleeding; endoscopic retrograde cholangiopancreatography (ERCP); and endoscopic ultrasonography (EUS). Each task force performed a systematic literature search to prepare evidencebased and well-balanced statements on their assigned key questions. Searches were performed in PubMed and/or EMBASE and/or Cochrane (publication date from 2000 to May 2015, or before if strictly needed), including as a minimum the key words "pediatric" and "endoscopy." All articles studying the application of diagnostic and therapeutic endoscopy in the pediatric age range were selected by title or abstract. The results of the relevant publications were summarized in literature tables and graded by the level of evidence and strength of recommendation according to the Grading of Recommendations Assessment, Development and Evaluation (GRADE) system [5, 6] . Each task force proposed statements on their assigned key questions which were discussed and voted on during the plenary meeting held in February 2015 in Munich. In November 2015, a draft prepared by A.T., C.H. and M.T. was sent to all group members. After agreement from all the authors on a final version, the manuscript was reviewed by two members of the ESGE Governing Board, ESGE individual members and the ESPGHAN Council.
The manuscript was then submitted to the Journal of Pediatric Gastroenterology and Nutrition for publication in full length and to Endoscopy for publication of the Executive summary. ESGE/ESPGHAN suggest that when non-pediatric endoscopists perform pediatric procedures in older children, collaboration with a pediatrician is always warranted. (Weak recommendation, low quality evidence.)
ABBREVIATIONS

AUGIB
ESGE/ESPGHAN suggest that the choice of colonoscope type should depend on the child's weight and age (▶ Table 4 ). (Weak recommendation, low quality evidence.) ▶ Table 1 Typical diagnostic and therapeutic indications, non-indications, and contraindications for esophagogastroduodenoscopy (EGD) in pediatric patients.
Diagnostic indications
Weight loss, failure to thrive ▶ Table 3 Indication and site for tissue sampling during upper and lower endoscopy in pediatric patients. ▶ Table 4 Types of endoscopes used in pediatric patients according to body weight, age, and procedure. ESGE/ESPGHAN suggest that in the case of suspected corrosive ingestion EGD is withheld if the child is asymptomatic (no drooling of saliva/other symptoms and no mouth lesions) and that adequate follow-up is assured. (Weak recommendation, moderate quality evidence.) ESGE/ESPGHAN recommend to have the same grade of suspicion for both acidic and alkali ingestion regarding potential mucosal injury. (Alkali ingestion, especially lye, is associated with more severe esophageal lesions and severe gastric lesions can occur in acidic ingestion.) Stricture development has been associated with both acidic and alkali ingestion. (Strong recommendation, high quality evidence.) ESGE/ESPGHAN recommend high doses of intravenous dexamethasone (1 g/1.73 m 2 per day) administration for a short period (3 days) in IIb esophagitis after corrosive ingestion as a method of preventing the development of esophageal stricture. There is no evidence of benefit for the use of corticosteroids in other grades of esophagitis (I, IIa, III). (Strong recommendation, moderate quality evidence.) ESGE/ESPGHAN suggest the following definition of a benign refractory or recurrent stricture in children: "An anatomic restriction because of cicatricial luminal compromise or fibrosis that results in dysphagia in the absence of endoscopic evidence of inflammation. This may occur as the result of either an inability to successfully remediate the anatomic problem to obtain age-appropriate feeding possibilities after a maximum of 5 dilation sessions (refractory) with maximal 4-week intervals, or as a result of an inability to maintain a satisfactory luminal diameter for 4 weeks once the age-appropriate feeding diameter has been achieved (recurrent)." (Weak recommendation, very low level of evidence.) ESGE/ESPGHAN suggest temporary stent placement or application of topical mitomycin C (MMC) following dilation for refractory esophageal stenosis in children. ESGE/ESPGHAN do not suggest the routine use of intralesional steroids for refractory esophageal stenosis in children. (Weak recommendation, low quality evidence.)
Indication Tissue samples: sites and numbers
EGD
Benign esophageal strictures
In patients operated for esophageal atresia, ESGE/ESP-GHAN suggest long-term endoscopic surveillance for Barrett's esophagus and cancer. ESGE/ESPGHAN suggest that, having employed all necessary medical interventions as standard, EGD be performed within 24 hours in AUGIB cases which require transfusion due to hemoglobin drop below 8 g/dL, where an acute drop of 2 g/ dL is identified, and in those who are stable but whose bleeding score is above a recognized threshold/validated score for probable endoscopic intervention requirement. ( ESGE/ESPGHAN suggest that diagnostic ERCP in neonates and infants (≤ 1-year-old) with cholestatic hepatobiliary disease is considered if non-invasive investigations are not conclusive in order to allow timely referral to surgery for suspected biliary atresia or to avoid unnecessary surgery if biliary atresia is excluded. (Weak recommendation, low quality evidence.)
ESGE/ESPGHAN recommend that ERCP in children is performed by an experienced endoscopist, in a high-volume ter-tiary care center, and with pediatric involvement. (Strong recommendation, moderate quality evidence.) ESGE/ESPGHAN suggest general anesthesia for ERCP in children. Deep/conscious sedation can be considered for teenagers (age 12 -17 years) although general anesthesia is the preferred choice. (Weak recommendation, low quality evidence.)
Prophylaxis of post-ERCP pancreatitis with non-steroidal anti-inflammatory drugs (NSAIDs) (diclofenac/indomethacin suppository) is recommended in children older than 14 years. (Strong recommendation, high quality evidence.)
Protection of radiosensitive organs (thyroid gland, breasts, gonads and eyes) is recommended together with adjustment of collimation to the smaller size of children. (Strong recommendation, high quality evidence.) ESGE/ESPGHAN recommend the pediatric 7.5-mm duodenoscope for children weighing < 10 kg and that a therapeutic duodenoscope can be used in those weighing ≥ 10 kg. (Strong recommendation, low quality evidence.) ▶ 
